One might consider that such an unusual case has little relevance for more common neurological, medical and surgical disorders. Yet in carpal tunnel syndrome, for instance, sensory loss over the median-nerve supplied skin of the hand may lead patients to say they drop things if they are not looking at them, or that they cannot write properly. They are describing a small area of deafferentation. The solution, if decompression is not successful, might be to educate them to attend to that area more and so be more embodied in it, and to apply cognitive strategies similar to those found useful by IW. After stroke, movement may become more of an effort and require more concentration a process somewhat similar to that described by IW13. A surgical colleague suggested that, in some cases of recurrent dislocation of the shoulder, encouraging the patient to learn to control the muscles of the shoulder better might be useful. More concentration on, and awareness of, the damaged part might, in selected cases, be as effective as reducing personal involvement through splinting.
Although his neuropathy is rare and his solutions to the neurological damage rarer (his motor abilities are in advance of those of other patients with a similar condition), they may contain useful lessons. Rehabilitation from many neurological and other disorders may be helped by allowing and encouraging greater conscious involvement by the patient in control of remaining functions. The remarkable extent and range of IW's recovery points the way cognitive strategies can overcome such deficits. Retrospective studies have shown that, after radical treatment for Hodgkin's disease (HD), the risk of a subsequent solid tumour is heightened1-8. Breast carcinoma seems to be a particular hazard when mantle radiotherapy is administered to young women in their teens or early twenties8'9. We describe a patient with breast carcinoma following radiotherapy for HD to illustrate difficulties in management of breast tumours and possible implications for the future management of HD. Simulator film of the patient demonstrating the treatment volume and the position of lung shielding in relation to the breast tumour was weakly oestrogen receptor positive and the patient was premenopausal. There was no family of breast or other solid carcinomas.
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The subsequent management has included adjuvant tamoxifen 20mg daily and adjuvant cyclophosphamide, methotrexate, and 5-fluorouracil chemotherapy but no local radiotherapy. She was free of disease a year after diagnosis of breast carcinoma.
COMMENT
Follow-up of patients treated for HD has shown an unrelenting increase in the cumulative incidence of solid tumours, including breast carcinomas and soft-tissue and bone sarcomas, beginning about 10-15 years after the treatment of HD. In contrast, the incidence of secondary leukaemia and non-Hodgkin's lymphoma slowly reaches a plateau by about 10-12 years9. Two recent analyses have described an increased risk of breast carcinoma, in particular after mantle radiotherapy. Bhatia et al.9 found the risk of developing breast carcinoma following mantle radiotherapy before the age of 16 years was 75 times (standardized incidence ratio 75.3, 95% confidence intervals 44.9-118.4) the expected rates calculated from the registry of the Surveillance, Epidemiology and End years. This risk rises with increasing length of follow-up ( Figure 2 ) and thus is only now becoming apparent in patients treated successfully in the late 1960s and 1970s with extended-field radiotherapy. The histopathological type of breast cancer after mantle radiotherapy seems to be the same as breast carcinoma arising spontaneously, most being reported as infiltrating ductal carcinoma5'8.
The newly diagnosed patient with HD must be aware of the risks and benefits of alternative treatments so as to give fully informed consent. The assessment of risk can only be based on long-term data, and continued analysis is needed to define additional risk factors.
The current technique of mantle radiotherapy encompasses within the target volume all nodal areas above the diaphragm with shielding to the radiosensitive structures, especially the lungs, as shown in Figure 1 . With the patient supine the breast falls lateral to the lung shielding and into the radiation field. Alternative management approaches may be considered, including a combined modality approach with chemotherapy followed by involved-field radiother-apy11. Particularly where the axillae and mediastinum are not involved, this may avoid breast irradiation.
Screening mammography may be cost-effective in those at particular risk, but has the drawbacks of additional radiation exposure and poor sensitivity in the young age group. Alternative techniques such as regular clinical examination and self-examination may be considered and the role of breast ultrasonography or magnetic resonance imaging needs to be investigated.
The local management of a primary breast carcinoma after mantle radiotherapy requires particular considerations such as:
(1) more extensive surgery versus observation if further adjuvant radiotherapy cannot be given to a dose adequate for tumour control without exceeding the tolerance of critical normal tissues such as ribs and the brachial plexus12'1 3. (2) management of the axilla, since there is increased risk of brachial plexus injury and lymphoedema if extensive further surgery is performed. Systemic adjuvant therapies will depend on the prognostic features of the breast carcinoma14 '15 Diabetic ketoacidosis in non-insulin-dependent diabetes mellitus S C Sharma FRCPE A Bhattacharyya MRCP J R Soc Med 1998;91: [34] [35] Diabetic ketoacidosis can have devastating consequences if not managed promptly and effectively. Usually it is regarded as a complication of insulin-dependent diabetes mellitus1. Here we report its development in two patients with longstanding non-insulin-dependent diabetes mellitus. CASE HISTORIES Case I A man aged 75 years was admitted with worsening shortness of breath for two days. Diabetes had been diagnosed 22 years earlier, managed with diet and oral hypoglycaemic agents (currently glipizide). He had angina, bilateral background diabetic retinopathy and sensorimotor neuropathy but his kidneys were unaffected. There had been no hyperglycaemic emergencies and he had never received insulin. Diabetes in his mother and elder brother had been controlled with oral hypoglycaemic agents.
On admission he was afebrile and normotensive but tachypnoeic. Chest examination suggested right lower lobe pneumonia. He had a neutrophilic leucocytosis and blood glucose was 28 mmol/L. When diabetic ketoacidosis was suspected, urine dipstick revealed heavy ketonuria, and metabolic acidosis was confirmed by blood gas analysis (Table  1) . Chest X-ray revealed right lower lobe pneumonia and an electrocardiogram (ECG) showed inverted T waves in anterior leads. On the basis of ECG changes and serial cardiac enzymes he was diagnosed as having painless subendocardial myocardial infarction as well. Treatment was with intravenous fluids, insulin, cefotaxime and potassium. After forty-eight hours he was switched to oral cefaclor and subcutaneous Mixtard and he was discharged after ten days in hospital. He has done well with insulin during 12 months of outpatient follow-up. Case 2 A woman of 78 was referred with high fever and general illhealth for 5 
